S
upervised exercise therapies are among the most commonly advocated treatments for chronic nonspecific low back pain. 1, 2 However, despite the growing number of studies evaluating the effectiveness of exercise interventions, there is still considerable debate with regard to the most appropriate form of exercise. 3 Systematic reviews evaluating the effectiveness of exercise therapies commonly conclude that, to date, there is no evidence to support the superiority of one form of exercise over another. [3] [4] [5] Among the wide variety of supervised exercise therapies available, motor control exercises and graded activity under the principles of cognitive-behavioral therapy are the most popular and promising forms of exercise for patients with chronic low back pain. 1, 3, 6 The primary reason for their popularity is that, unlike some other forms of exercise, each has a specific rationale for its mechanisms of action in addition to evidence of their efficacy from randomized controlled trials and systematic reviews. 4, 5 For these reasons, many health professionals believe that these 2 forms of exercise may have superior effects compared with other forms of exercise therapy.
Motor control exercises were developed based on the results of laboratory studies demonstrating that individuals with low back pain have impaired control of the deep (eg, transversus abdominis and multifidus) and superficial trunk muscles responsible for maintaining the stability of the spine. [7] [8] [9] [10] Motor control exercises utilize principles of motor learning to retrain control of the trunk muscles, posture, and movement pattern, 11 ultimately leading to a reduction in the levels of pain and disability.
Graded activity exercises were developed based on studies suggesting that cognitive-behavioral aspects, such as the patient's mood and cognition, are important factors associated with delayed recovery from back pain and with increased levels of disability in patients with chronic pain. [12] [13] [14] [15] [16] [17] This cognitive-behavioral model assumes that disability is determined not only by the underlying pathology, but also by social, cognitive, emotional, and behavioral factors. 18 Therefore, graded activity exercises aim to reduce pain and disability by addressing pain-related fear, kinesiophobia, and unhelpful beliefs and behaviors about back pain 19 while correcting physical impairments such as reduced endurance, muscle strength, or balance. 20 Systematic reviews have suggested that motor control exercise and graded activity are effective in reducing pain and disability in patients with nonspecific low back pain compared with a minimal intervention approach. 4, 5 However, only one study has directly compared the effectiveness of motor control exercises and graded activity. 21 This randomized controlled trial showed no significant differences between groups in relation to pain or disability at 6-, 12-, and 18-month follow-ups; however, the study had more than 22% loss to follow-up in both groups, which decreases confidence in the results. In addition, the trial protocol was not registered or published prior to beginning data collection, and both interventions were administered in a group format that may not be considered an optimal way to implement these interventions. 22 Motor control exercises and graded activity are used in clinical practice, although limited information is available to guide clinical decision making. In view of the limitations of the only trial that compared the effectiveness of these 2 interventions, we believed it was imperative to conduct a high-quality randomized controlled trial where the 2 exercise pro-C.J. Stanton 
Method Design Overview
This study was a randomized controlled trial where patients received an intervention for approximately 8 weeks, with follow-ups at 2, 6, and 12 months after intervention. This trial was prospectively registered (ACTRN12607000432415), and the protocol has previously been published. 23 All patients signed an informed consent form prior to their inclusion into the study.
Setting and Patients
Participants were recruited to the trial by general practitioners in Sydney and Brisbane or drawn from the waiting list of an outpatient physical therapy department from a public hospital in Sydney. Five patients were recruited by one of the investigators, who identified eligible patients who responded to an advertisement for participation in another set of studies of back pain in Brisbane.
Patients were eligible for inclusion if they met all of the following inclusion criteria: Exclusion criteria were:
• known or suspected serious pathology such as nerve root compromise (at least 2 of the following signs: weakness, reflex changes, or sensation loss, associated with the same spinal nerve) • previous spinal surgery or scheduled for surgery during trial period • comorbid health conditions that would prevent active participation in exercise programs.
We used a "red flag" checklist to screen for serious pathology and the Physical Activity Readiness Questionnaire from the American College of Sports Medicine guidelines 25 to screen for comorbid health conditions that would prevent safe participation in exercise.
Randomization and Interventions
The randomization sequence was computer generated by an investigator not involved in recruitment or treatment allocation. Two sets of randomization schedules were created: one for the patients to be recruited in Sydney (100 envelopes) and one for patients to be recruited in Brisbane (72 envelopes). Both sequences were blocked (block sizes of 4, 6, and 8, in random order). Allocation was concealed in sequentially numbered, sealed, opaque envelopes by an investigator not involved in the study. Eligible patients were allocated to the treatment groups by the physical therapist who drew the next available envelope at the first treatment session. Because of time constraints due to funding and because we were able to recruit more participants in Sydney than in Brisbane, the last 33 ran-
The Bottom Line
What do we already know about this topic?
Motor control exercises to improve control and coordination of trunk muscles and graded activity under the principles of cognitive-behavioral therapy are 2 commonly used exercise therapies for chronic nonspecific low back pain, yet there is little evidence to support the use of one intervention over the other.
What new information does this study offer?
The results of this randomized controlled trial suggest that motor control exercises and graded activity have similar effects on the general population of patients with chronic nonspecific low back pain. 
Motor Control Exercises
The motor control exercise program was based on the treatment program reported by Hodges et al 11 and similar to the protocol previously used by Ferreira et al 26 and Costa et al. 27 A primary goal of the exercise was to enable the patient to regain control and coordination of the spine and pelvis using principles of motor learning such as segmentation and simplification. The intervention was based on assessment of the individual participant's motor control impairments and treatment goals (set collaboratively with the therapist).
The first stage of the treatment involved assessment of the postures, movement patterns, and muscle activation associated with symptoms and implementation of a retraining program designed to improve activity of muscles assessed to have poor control (commonly, but not limited to, the deeper muscles such as transversus abdominis, multifidus, pelvic floor, and diaphragm) and reducing activity of any muscle identified to be overactive, commonly the large, more superficial trunk muscles such as the obliquus externus abdominis. 11 Participants were taught how to contract trunk muscles in a specific manner 26,27 and progress until they were able to maintain isolated contractions of the target muscles for 10 repetitions of 10 seconds each while maintaining normal respiration. 28 Feedback such as palpation and real-time ultrasound images were available to enhance learning of the tasks. 29 During this stage, additional exercises for breathing control, posture of the spine, and lowerlimb and trunk movement were performed.
The second stage of the treatment involved the progression of the exercises toward more functional activities, 27 first using static and then dynamic tasks. Throughout this process, the recruitment of the trunk muscles, posture, movement pattern, and breathing were assessed and corrected. 11 In contrast to the graded activity program, motor control exercise was guided by pain, and exercises were mostly pain-free.
Graded Activity
The graded activity program was based on the treatment program originally reported by Lindstrom et al 30 and similar to the protocol previously used by Pengel et al 31 and Smeets et al. 32 A primary goal of the program was to increase activity tolerance by performing individualized and submaximal exercises, 31 in addition to ignoring illness behaviors and reinforcing wellness behaviors. The program was based on activities that each participant identified as problematic and that he or she could not perform or had difficulty performing because of back pain. The activities in the program were progressed in a timecontingent manner (rather than a traditional pain-contingent manner) from the baseline-assessed ability to a target goal set jointly by participant and therapist. 30, 33, 34 Participants received daily quotas and were instructed to only perform the agreed amount, not less or more, even when they felt they were capable of doing more. 32 Cognitive-behavioral principles were used to help the participants overcome the natural anxiety associated with pain and activities. 33, 35 The physical therapists used positive reinforcement, explained pain mechanisms, and addressed negative
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behaviors and pain-related anxiety. 33 A plan for managing relapses was developed by the therapists and participants. Table 1 describes specific differences between motor control exercises and graded activity.
Outcome Measures and Follow-up
All self-reported measures were collected by an investigator blinded to treatment allocation. Measures of outcome were obtained at baseline, immediately after treatment (2 months), and at 6 months and 12 months after randomization. Demographic characteristics such as age, sex, weight, height, level of education, and employment status were collected at baseline. We also collected information on psychological profile, physical activity, and lumbar spine instability using self-report questionnaires at baseline. These questionnaires included the Coping Strategy Questionnaire, 36 the Ö rebro Low Back Pain Screening Questionnaire, 37 the 20-item Pain Anxiety Symptom Scale (PASS-20), 38 the Pain Self-Efficacy Questionnaire, 39 the International Physical Activity Questionnaire (IPAQ), 40 and the Lumbar Spine Instability Questionnaire. 41 Primary outcomes were average pain intensity over the last week (0 -10 numeric rating scale [NRS]) 42 and function (0 -10 Patient-Specific Functional Scale [PSFS]) at the 2-and 6-month follow-ups (the 12-month scores for these outcomes were considered secondary outcomes). 43 Secondary outcomes were global impression of change (Ϫ5 to 5 Global Perceived Effect Scale), 43 disability (0 -24 Roland-Morris Disability Questionnaire), 44 and quality of life (SF-36, version 1.0) 24 reported as physical component score (0 -100) and mental component score (0 -100) when standardized using the SF-36 Australian Population Norms values for mean and standard deviation 45 measured at 2, 6, and 12 months. Because of a printing error, there were only 5, not 6, response options for question 9 of the SF-36 (ie, the option "some of the time" was inadvertently omitted). However, the summary scores were still calculated as per the SF-36 manual.
In addition, we measured recovery, defined as a pain-free period that lasted for at least 1 month. 46 Information about side effects was collected using an open-ended question ("Have you experienced any side effects during your 8-week treatment?"). Participants rated the credibility of treatment (0 -24 treatment credibility scale) 47 after the first treatment session to allow an evaluation of whether patients' expectations and beliefs were different between treatment groups. At the end of the treatment, participants also rated how helpful, understanding, and friendly they found the therapists on a 7-point scale. 31 Adher- 
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March 2012 Volume 92 Number 3 Physical Therapy f 367ence to home exercises was assessed using a single question: "How often have you done your home program of exercises (all the time, most of the time, some of the time, a little of the time, or none of the time)?"
We also asked participants about their pain every month over the 12 months of the study to evaluate the fluctuating nature of chronic pain.
Participants were asked about their pain at baseline and once a month during the 1-year follow-up period. The data were collected using an automated SMS system. All messages consisted of the following text: "Please rate on a 0 to 10 scale (0ϭno pain, 10ϭworst pain): (a) average pain over the last 24 hours and (b) average pain over the previous week." The automated system was scheduled to send an SMS message at 10 a.m. every first, second, third, or fourth Monday of the month according to the week that the participant entered the study. If patients did not reply to the first message, another message was sent on the next day at the same time. The same procedure was performed for the following day. Therefore, each participant had 3 chances to respond to the messages. The automated system also sent an e-mail to the project coordinator with the names of the participants who had not responded to each of the rounds of questions. If the participants did not respond to the third message, they were contacted via telephone to respond to the questions.
Data Analysis
The sample size of 172 participants was calculated a priori based on the secondary goal of the study, not reported in this article, which was to identify predictors of response to treatment. As larger sample sizes are needed for evaluating interactions as compared with main effects of studies, this study may have been overpowered for the main effects. 23 Taking the standard deviation estimates from previous studies, 26,31 with an alpha level of .05 and power of 0.80 and allowing for 10% loss to follow-up and 10% treatment nonadherence, a sample size of 86 participants per group would allow us to detect an interaction effect size of 1.0 standard deviation and a treatment main effect of 0.5 standard deviation.
All data were double-entered, and analyses were performed on a locked data file. The statistical analyses were performed using SPSS version 16.0 for Windows (SPSS Inc, Chicago, Illinois) and STATA version 9.0 (StataCorp LP, College Station, Texas) (linear mixed models) on an intentionto-treat basis. The investigator performing the analyses was blinded to treatment allocation, and all analyses were double-checked by a second blinded investigator. After the study team had considered the results of the statistical analyses and agreed on their interpretation, the results were unblinded. Independent t tests were used to determine whether there were significant differences in treatment credibility and treatment evaluation between groups.
The mean effect of intervention on pain, function, disability, global perceived effect, and quality of life (divided into physical and mental component scores) was calculated using linear mixed models, which incorporated terms for treatment, time, and treatment ϫ time interactions. Because the linear mixed model estimates values for missing data, all randomized participants were included in the analysis. 48 The effect of time was nonlinear, so time was dummy coded and analyzed as a categorical variable. The coefficients of the treatment ϫ time interactions provided the effects of graded activity over motor control exercise.
After inspecting the blinded recovery data, we realized that there were limitations with our preplanned measure of recovery. The challenge was that a number of participants who met the definition of recovery (painfree for 1 month) had a recurrence in the follow-up period. Because there is a lack of consensus in the literature regarding a standardized definition of recovery, 49 we developed 2 methods to define recovery. The first, stricter measure was "durable recovery," which required participants to report no pain for at least 2 months and no recurrence of pain over the 12 months of the study. The second, more relaxed, method classified participants as recovered if they reported pain of 1 or less for any of the SMS responses referring to pain in the preceding week. Both classification methods were used to identify participants who had recovered. Differences in recovery proportions between treatment groups were analyzed using absolute risk reduction and the Wilson method for calculating 95% confidence interval (CI) for difference in proportions.
For the secondary outcome of pain measured using SMS over the 12 months of the study, we estimated the effect of treatment with a group ϫ time interaction in a linear mixed model. Time was entered in the model as log of time and was treated as a continuous variable. We also plotted the SMS pain measures over time and calculated the area under the curve (AUC) for each participant (AUC values could range from 0 to 120 units, representing pain on the y axis and the 12 time follow-ups on the x axis). We used an independent t test to determine whether the AUC was different between treatment groups.
Role of the Funding Source
This trial received funding from Australia's National Health and Medical Research Council. The funding
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source had no role in the planning or conduct of the study.
Results
A total of 355 patients were referred to the study and screened for inclusion between October 2007 and November 2009. One hundred four patients were not eligible, and 79 refused to participate. Reasons for ineligibility are presented in Table 2 . The trial participant flowchart is presented in Figure 1 . Nine participants withdrew from the study: 2 from the graded activity group (1 for not improving and 1 unknown) and 7 from the motor control exercise group (2 for lack of time, 1 for not improving, 1 developed neurological signs, 1 was not happy with the study protocol, and 2 unknown). In terms of loss to follow-up, the main reasons were the participant's lack of time and inability to contact the participant. We did not identify significant differences at baseline for the participants who withdrew or were lost to follow-up. Baseline characteristics, including demographics and baseline scores for both treatment groups, are reported in Table 3 and revealed that the randomization achieved groups that were well balanced for important prognostic factors.
Adherence to treatment in the initial 8-week period was excellent, with both groups attending a mean of 10.3 (SDϭ3.6) of the planned 12 sessions. However, treatment adherence was lower for the 2 booster treatment sessions and the home program. Forty-three percent of the participants in the graded activity exercise attended the 4-month booster treatment session and 31.4% attended the 10-month booster treatment session. In the motor control exercise group, attendance was 50% and 25.6%, respectively. Participants in the graded activity group reported performing their home exercises: all the time (23%), most of the time (44%), some of the time (19%), a little of the time (6%), and none of the time (2%). Participants in the motor control exercise group reported performing home exercises: all the time (15%), most of the time (42%), some of the time (26%), a little of the time (5%), and none of the time (1%).
Treatment credibility measured after the first treatment session and treatment evaluation at the end of the treatment were not significantly different between treatment groups (PϾ.05 for all comparisons). The mean score for treatment credibility was 19. Ten, 5, and 8 participants in the graded activity group and 6, 17, and 9 participants in the motor control exercise group reported receiving cointerventions in addition to the trial treatment at the 2-, 6-, and 12-month follow-ups, respectively. Mild adverse effects were reported for 17 participants in the graded activity group and 19 participants in the motor control exercise group. Adverse effects were: temporary exacerbation of pain (nϭ27), increased pain of preexisting musculoskeletal conditions such as knee arthritis (nϭ7), development of shin splints (nϭ1), and hip bursitis (nϭ1). One participant in the graded activity group reported at the 6-month follow-up an exacerbation of symptoms that the medical pain specialist attributed to one of the home exercises that the participant was performing.
The estimates of treatment effects from the linear mixed models revealed that there were no statisti- Table 2 .
Reasons for Ineligibility
Reason n
Low back pain of less than 3 months' duration 30
Non-English speaker 13
Not expected to continue residing in the study area 12
Less than moderate pain or disability on question 7 or 8 of the SF-36
Pain in a location other than the lower back 9
Nerve root compromise 8
Younger than 18 or older than 80 years of age 6
Suspected or confirmed serious pathology such as fracture or cancer 4
History of back surgery 4
Judged not fit to perform physical exercise 3
Not able to contact patient 3
Already undergoing treatment 1
Analyzed n=86
Analyzed n=86 75 (87.2%) were followed up at 12 months 80 (93.0%) were followed up at 12 months Lost to follow-up (n=6; 2 withdrew from study, 1 lack of time, 3 unknown) 81 (94.2%) were followed up at 6 months Lost to follow-up (n=5; 2 withdrew from study, 2 lack of time, 1 unknown) 82 (95.3%) were followed up at 2 months a Coping Strategy Questionnaire scored from 0 (good coping strategy) to 36 (worst coping strategy). b Ö rebro Low Back Pain Screening Questionnaire scored from 11 (low risk of pain becoming persistent) to 192 (high risk of pain becoming persistent). c Pain Anxiety Symptom Scale total score, scored from 0 (low anxiety) to 100 (high anxiety). d Pain Anxiety Symptom Scale subscales of cognition, escape/avoidance, fear, and physiological anxiety, scored from 0 (low cognition, escape/avoidance, fear, and physiological anxiety) to 25 (high cognition, escape/avoidance, fear, and physiological anxiety). e Pain Self-Efficacy Scale scored from 0 (high fear avoidance) to 100 (no fear avoidance). f International Physical Activity Questionnaire scored in metabolic equivalents-minutes/week. g Lumbar Spine Instability Questionnaire scored from 0 (no instability) to 15 (high instability). h NRSϭnumeric rating scale, scored from 0 (no pain) to 10 (worst pain). i PSFSϭPatient-Specific Functional Scale, scored from 0 (unable to perform activity) to 10 (able to perform activity at preinjury level). j RMDQ-24ϭ24-item Roland Morris Disability Questionnaire, scored from 0 (no disability) to 24 (high disability). k GPEϭGlobal Perceived Effect Scale, scored from Ϫ5 (vastly worse) to 5 (completely recovered). l Physical component score from the 36-Item Short-Form Health Survey questionnaire (SF-36) scored from 0 (low physical health) to 100 (high physical health). m Mental component score from the SF-36 scored from 0 (low mental health) to 100 (high mental health). a 95% CIϭ95% confidence interval. b NRSϭnumeric rating scale, scored from 0 (no pain) to 10 (worst pain). c n/aϭnot applicable. d PSFSϭPatient-Specific Functional Scale, scored from 0 (unable to perform activity) to 10 (able to perform activity at preinjury level). e RMDQ-24ϭ24-item Roland-Morris Disability Questionnaire, scored from 0 (no disability) to 24 (high disability). f GPEϭGlobal Perceived Effect Scale, scored from Ϫ5 (vastly worse) to 5 (completely recovered). g Physical component score from the 36-Item Short-Form Health Survey questionnaire (SF-36) scored from 0 (low physical health) to 100 (high physical health). h Mental component score from the SF-36 scored from 0 (low mental health) to 100 (high mental health).
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Motor Control Versus Graded Activity for Low Back Pain Twelve participants (14%) in the graded activity group and 8 participants (9%) in the motor control exercise group experienced durable recovery. For this measure of recovery, the absolute risk reduction was 5% (95% CIϭϪ5% to 15%) in favor of graded activity over motor control exercises. Thirty-eight participants (44%) in the graded activity group and 35 participants (41%) in the motor control exercise group experienced recovery according to the more lax criterion. Therefore, the absolute risk reduction was 3% (95% CIϭϪ11% to 18%) in favor of graded activity over motor control exercises.
The analysis of the monthly SMS pain measures using linear mixed models showed that there was no significant difference between the 2 treatment groups in pain over the previous 24 hours (effect estimateϭ0.9, 95% CIϭϪ0.5 to 0.7, Pϭ.78) and pain over the previous week (effect estimateϭ0.04, 95% CIϭϪ0.6 to 0.6, Pϭ.91). Figure 3 demonstrates the pain change over time between groups. The mean AUC for pain over the previous 24 hours was 42.4 (SDϭ22.6) in the graded activity group and 42.9 (SDϭ24.6) in the motor control exercise group, with no significant difference between treatment groups (tϭϪ.13, Pϭ.9). The mean AUC for pain over the previous week was 43.0 (SDϭ23.4) in the graded activity group and 43.7 (SDϭ24.0) in the motor control exercise group, with no significant difference between treatment groups (tϭϪ.17, Pϭ.9).
Discussion
This comparative effectiveness trial established that motor control exercises and graded activity have similar effects in reducing pain and disability and increasing function, global impression of change, and quality of life in patients with chronic nonspecific low back pain at short-term, intermediate-term, and long-term follow-up. The estimates of treatment effect were precise and exclude clinically important differences. The rates of recurrence in the subsequent 12 months and adverse 
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effects with treatment also were similar in the 2 groups.
An important strength of this study was that efforts were made to ensure the optimal implementation of both exercise interventions. The interventions included supervised, individualized sessions and high doses of exercise of approximately 20 hours. These characteristics have been reported to be associated with better outcomes in trials of exercise therapies for patients with low back pain. 22 In addition, experienced therapists received structured training in the 2 interventions from the same experts who trained therapists in trials that found that both interventions were effective in the treatment of patients with low back pain. 27,31 Finally, this study was developed, registered, and published a priori with the design informed by experts in the field who have published key literature on this topic. 11, 33 The only previously published trial similar to the current trial, that of Critchley et al, 21 also showed no differences in outcome between motor control exercises and graded activity at 6, 12, and 18 months after intervention. That study had a 3-group design and included a motor control treatment group, a graded activity treatment group, and a treatment group that received manual therapy plus home exercise. As the interventions in the study by Critchley et al were performed in a group, not individually, and more than 22% of the study participants were lost to follow-up, direct comparison with our results needs to be made with caution. Despite the trial differences, the study by Critchley et al showed that graded activity was more costeffective than motor control exercise, as graded activity had slightly greater effects and lower health care costs. Our findings are in line with systematic reviews of exercise therapies that concluded there is no evidence to suggest one form of exercise therapy is better than another when applied to a nonspecific low back pain group. 4, 5 These reviews, however, suggested that the quality of exercise implementation may be important (eg, better results were observed in exercise programs that were individually designed and delivered with supervision). 22 Although the results of our study suggest that there is no difference between the 2 exercise therapies for patients with chronic nonspecific low back pain, these results do not preclude the possibility that subgroups of patients who respond better to each of these interventions may exist. Therefore, it is possible that patients with motor control deficits at baseline, such as decreased activation of the transversus abdominis muscle and decreased trunk proprioception, would benefit more from a motor control intervention and that patients with higher fearavoidance, kinesiophobia, and lower fitness levels would benefit more from a graded activity approach. Analyses to clarify this issue are ongoing and form the basis of a secondary analysis of our data, for which the sample size of this study was calculated. Further information on effect modifiers that are plausible and yet to be tested are listed in our previously published protocol. 23 A limitation of this study was the fact that more participants were lost to follow-up in one treatment group than the other (4 in the graded activity group and 10 in the motor control exercise group). Although no clear reasons for loss to follow-up were identified, we cannot exclude the possibility that treatment may have influenced the disparity in loss to follow-up. However, due to the small overall loss to follow-up (less than the recommended 15%), 50 we believe it minimally affected the results of this study. Another limitation of this study was the fact that we did not include a no-treatment control group that would allow the evaluation of the "absolute" effects of both interventions. However, previously published systematic reviews of both interventions have demonstrated that both are effective: achieving better reductions in pain and disability than no treatment or minimal intervention (eg, waiting list or general practitioner care). 4, 5 Finally, our trial included only self-reported measures of function, and it may be that objective measurement of function or physical activity would have provided a different result.
Given the results of this trial, we suggest that local factors should direct clinician choice between the forms of exercise we tested. Both forms of exercise are new developments in the rehabilitation field, and so a clinician's familiarity with either form would be a prime consideration in treatment selection. The physical therapists who administered the motor control exercises in this trial had access to real-time ultrasound to guide treatment selection and to assist the patient with learning the appropriate exercise. The limited availability of this equipment and lack of familiarity in using this specific technology may be limitations of this form of exercise, as not all physical therapy clinics contain diagnostic ultrasound machines. In our study, one physical therapist chose not to use the ultrasound machine, demonstrating the lack of familiarity of therapists with this technology, which has been proven to improve patients' outcomes. 29 In conclusion, the results of this trial suggest that motor control exercises and graded activity have similar effects in reducing pain and disability and in increasing function, global impression of change, and quality of life when applied to a nonspecific chronic low back pain group. These results are similar to those of clinical guidelines that recommend that no exercise therapy is superior to another. We recommend that in clinical practice therapists identify their area of expertise and treat their patients accordingly. 

